Abstract: We report a case of chondroid syringoma (CS) in a 44-year-old male. He presented with a firm asymptomatic nodule in his left upper lip of 2-year duration. The initial clue to the diagnosis was made on fine needle aspiration cytology (FNAC), and a final diagnosis was based on histopathological examination. The case highlights the importance of FNAC in providing clues to the diagnosis of suspected cases of chondroid syringoma before performing large excisions and repair, which would require more skill and time. We have also reviewed the cytological findings of all the cases of benign CS reported until the current date.
Introduction
Chondroid syringoma (CS) is a rare cutaneous tumour originating from eccrine and apocrine sweat glands with both epithelial and mesenchymal components. The incidence is low, forming less than 0.01% of primary cutaneous tumours. 1 The clinical diagnosis is challenging. Histopathology is imperative to reach the diagnosis. The role of fine needle aspiration cytology (FNAC) has been underused in the past and is infrequently utilized for diagnosis or preoperative assessment. We report a case of benign chondroid syringoma of the upper lip, initially diagnosed by FNAC and later confirmed by histopathology. A literature review on the topic has also been done. The key words "chondroid syringoma" and "pleomorphic adenoma" were used to search databases which included PubMed, Google Scholar, Cochrane library and Hinari, and relevant papers were retrieved.
Case presentation
A 44-year-old male presented with an asymptomatic, progressive swelling over the left half of his upper lip of 2-years duration. The swelling was initially small and had gradually increased to present dimensions. There was no history of trauma, discharge or any other similar lesion in the body. There was no history of symptoms suggestive of systemic illnesses. On examination, there was a firm, non-fluctuant, skin coloured, non-tender nodule of size 1.5 cm×1.5 cm with overlying normal skin ( Figure 1 ). The nodule was fixed to the skin, but freely mobile over underlying structures. There was no regional lymphadenopathy.
FNAC of the lesion was done which showed aggregates, acini and singly scattered benign epithelial cells along with myoepithelial cells and chondromyxoid stromal fragments (Figure 2 ). Epithelial cells were round to polygonal with basophilic dense moderate cytoplasm and central to eccentric, round to oval nuclei with bland chromatin on a background of myxoid material, thus pointing towards the possibility of chondroid syringoma ( Figure 3A and B).
The nodule was excised and the whole specimen was sent for histopathological examination. The cut section showed homogenous grey white areas. The hematoxylin-eosin stain revealed cystic structures with cystically dilated ducts, nests and glandular structures lined by bland looking epithelial cells along with surrounding chondromyxoid stroma ( Figure 4A and B) . Histopathology confirmed the cytological diagnosis of CS. Immunohistochemistry could not be done because of unavailability in the centre. Excision site was healthy during the postoperative period and no recurrence was observed after 6 months of follow-up.
Discussion
CS is a benign cutaneous tumor with male preponderance (male to female ratio of 5:8), [2] [3] [4] [5] and is predominantly seen on head and neck regions with predilection for upper lips, nose and cheeks. Rare sites on the face include the orbit, eyelids, and medial canthus. [6] [7] [8] [9] Other uncommon sites are the back, axilla, thighs, extremities and genitalia. 2, 3, 5 The tumor presents as an asymptomatic, solitary, skin coloured, firm, and non-tender slow growing nodule. A tumor in the orbit may lead to exophthalmos. 8 The size ranges from 0.3 cm to 3 cm. Nodules exceeding 5 cm 10 and 10 cm 11, 12 in diameter have also been reported. The clinical profiles of CS from five large retrospective studies are compared in Table 1 . Because of its rarity, asymptomatic and subcutaneous nature, the clinical diagnosis of this condition is often missed as evidenced by the diagnoses made before histopathological examination revealed in Tables 2 and 3 . The origin of CS is from both secretory and ductal segments of eccrine or apocrine sweat glands. It is a mixed tumor with epithelial and mesenchymal components and resembles the pleomorphic adenoma of salivary glands. The first attempt to diagnose and document CS on FNAC was made in 1988 by Masood et al. 17 The aspirate can be thick, mucoid and sometimes gelatinous with moderate cellularity. Thin aspirate may be associated with scanty stromal elements. 18 The mucoid material stains positive with alcian blue and mucicarmine. 17, 19 The epithelial cells arrangement is highly variable. The cells can appear singly, scattered, in groups or as sheets, attached either loosely or cohesively. 12, 14, 17, [20] [21] [22] As in our case, acini 9, 19 and papillary 16, 23 configurations have also been noted. The individual cells are small to medium sized, well-defined, monomorphic, round-to-oval-to-ovoid-to-polygonal, with moderate to dense cytoplasm. The cytoplasm can be eosinophil to amphophilic, imparting a plasmacytoid appearance. 20 The nuclei are small, monomorphic, round, oval, ovoid or elongated, central to eccentric in location with fine, evenly distributed chromatin. 15, 17, 20, 21, 24 Nuclear atypia is a rare finding without any propensity to develop into malignancy. 25 Anisonucleosis, conspicuous nucleoli or nuclei with clear halos may be suggestive of neoplastic changes, but malignancy can be safely ruled out in the absence of other features. 14 The background is chondroid, 17, 22 myxoid, 19, 20, 24 or chondromyxoid 15, 16, 21, [26] [27] [28] which can be scant 18 to abundant. 29 Myoepithelial cells also appear in clusters or aggregates, dispersed along with epithelial cells in the stroma, and give plasmacytoid appearance with dark nuclei. 21, 23, 29 Macrophages are uncommonly seen and have been reported along with cystic changes by Khan et al. 18 In our case, foamy macrophages were evident on a myxoid background but without any cystic changes. Immunostaining differentiates the two components, as epithelial membrane antigen (EMA) and cytokeratin stains the epithelial cells, while S-100 makes the myoepithelial part evident. 14, 17 Cytology in addition to clinical features like site and size, can be a tool to differentiate benign from malignant CS. 30 Rarely, a benign tumor may turn aggressive and go into malignant phase. 31 Poor prognosis, metastasis and recurrences following excision are attributes of malignant CS. revealed hypercellularity and tissue fragments of malignantappearing round-to-polygonal cells. The biopsy was inconclusive. A repeat FNAC was performed, along with immunocytochemistry. Vacuolation, indistinct cell borders, nuclear pleomorphism and multiple prominent nucleoli were appreciated. Pan cytokeratin, EMA, S-100, calponin, and α-smooth muscle actin showed strong positivity, which sealed the diagnosis. Excision is the treatment of choice and should include the margins. In 1961, Hirsch and Helwig 2 proposed the histological criteria for diagnosis of CS. Apocrine CS exceeds the number of eccrine CS reported. The apocrine variant has two rows of epithelial cells lining the tubular and cystic branching lumina, while the smaller lumen in eccrine type has a single row of cells. 4 The presented case belonged to the former group.
Conclusion
CS is a rare tumour presenting in dermatological practice. FNAC is a very useful tool for making preliminary diagnosis of CS before making a large excision. However, the final diagnosis is based on histopathological examination.
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